Objectives. Group consultations are used for chronic conditions, such as inflammatory arthritis, but evidence of efficacy for treatment to target or achieving tight control is lacking. Our aim was to establish whether group consultation is a sustainable, co-designed routine care option and to explore factors supporting spread.
Introduction
Inflammatory arthritis encompasses a group of chronic, painful and disabling conditions, the most common form of which, RA, affects 4.2% of the US adult population [1] . The total cost to the US economy is estimated at $19.3 billion per annum [2] . Early diagnosis and aggressive management have been proved to reduce morbidity and prevent disability. The UK National Institute for Health and Care Excellence (NICE) clinical guidelines for patients with RA, the commonest form of inflammatory arthritis (NG100) [3] are consistent with the ACR guidance [4] for a tight control strategy, with monthly review and treating to target [5] (inspired by diabetes care). These two major concepts have large service implications: regular, preferably monthly, review of patients with poor disease prognosis until the achievement of an agreed treatment target; and annual review of patients who have stable disease. In practice, rheumatologists also manage PsA using the same treatment strategies, and the evidence base to support this is now robust [6, 7] . In the current UK health economic climate, as in other countries around the world, many units lack the clinical capacity to deliver this enhanced workload model to manage inflammatory arthritis; therefore, other models of care need to be considered.
Demand to care for those with long-term conditions is high and set to rise exponentially as the population ages. This is a universal issue worldwide; caregivers are overwhelmed [8] . The current consultation model provides little time to support people in taking control and self-managing their health. Research suggests that people retain 20-60% of the information (forgetting 40-80%) in one-to-one consultations [9] . Furthermore, staff well-being is affected by current practice, with primary care clinicians reporting unprecedented levels of stress and burnout. In hospital settings, the link between burnout and compromised patient safety is well established and likely also to apply in primary care [8] . Under the current consultation model, no one is getting what they need to keep well. Scaling up group consultations, an innovation already established in other countries, could be part of the solution that simultaneously creates time to care and improves patient activation and staffpatient life outcomes [8] .
Group consultations are a way of delivering specialistled care in groups, rather than individual consultations, that generally focus on clinical management and advice, in addition to patient education and peer support. They have the potential for effective health care within these resource constraints, but the approach is not yet widespread outside the USA. First described in 1974 as cluster visits, group consultations have been widely used in the USA, largely for people with long-term conditions, and usually take place in hospital outpatient services but may also feature in community-based clinics or polyclinics. They have been used by a large health maintenance organization, Kaiser Permanente, to see patients in primary care or with a single problem in secondary care. Group consultation models take a variety of forms, such as shared medical appointments, physical shared medical appointments, self-management, dropin group medical appointments, group visits and co-operative health-care clinics, and this was flagged as one area to benefit from a systems approach to implementation [10] . They have been shown to be more effective than usual care for antenatal care, diabetes and hypertension [10] and for multiple coexistent conditions [11] . There is also some evidence of potential cost savings and improved patient satisfaction with varying degrees of effect in relationship to empowerment, shared experience and increase in knowledge; a study comparing patient group interventions with traditional one-to-one consultations revealed that patients felt they had better access to care and were more satisfied overall with the care that they received in the group clinic setting [12] .
If group consultations provide good clinical outcomes, are popular with patients and cost-effective, why are they not routinely used for patients with long-term medical conditions in the overburdened National Health Service (NHS)? The literature argues that extremely complex clinical and organizational settings present substantial barriers to implementation of any health-care innovation, 'leading to model modification, incomplete implementation, or failure to successfully embed interventions within health care systems' [13] . A US study of pre-natal group clinics reported bureaucratic organizational structures, lack of buy-in and financial resources, and staff who were overwhelmed by the model's challenges as reasons why clinics fail [14] . Group clinics are a substantial paradigm shift from individual one-to-one consultant-led care, which has significant resource, operational and cultural implications. With the majority of evidence for group interventions based in the USA and a perceived dearth of evidence elsewhere, it has been difficult to ascertain whether the model works in the NHS and other socialized health-care systems. In order to roll out group consultations, a recent editorial by Ramdas and Darzi [15] provided four reasons for the slow uptake and suggested conditions that need to be present to improve this. Expressed as crucial enablers for group consultations to be embedded as a service delivery standard, these are as follows: collecting rigorous scientific evidence; discovering easy ways to pilot and refine approaches before fully adopting them; regulatory change or incentives supporting the use of such models; and relevant patient and clinician education.
The aim of the present study was to confirm the feasibility and sustainability of the group consultation model as an alternative to one-to-one appointments in the NHS. We demonstrate the application of group clinics in rheumatology, developed and implemented within a 10-year longitudinal, mixed methods study and adapted for a range of settings and long-term conditions.
The objectives were as follows: to articulate the codesign process used in the development and delivery; to demonstrate that key disease outcome data for inflammatory arthritis (as a prototypical chronic condition) can be collected from a group consultation model and that outcomes and efficiency compare favourably with usual care; to identify enabling themes and promoting factors for the success, acceptability and translatability of the model; and to make recommendations for the rolling out and scaling up of group clinics.
The relevance of this paper to the group consultation evidence base is that it articulates the process of codesign of the group clinic model with patients and key stakeholders. The process covers piloting and implementing an idea, becoming an embedded and sustainable model across an entire service, and adapting the model to suit a range of health-care settings and patient populations in an iterative cycle of feedback and refinement. Although this process has undoubtedly been followed in the USA, where, for example, the Cleveland Clinic has embedded group consultations, delivering 100 000 shared medical appointments [16] , the present study provides evidence of the generalizability to other countries and socialized health systems. The recent editorial on group consultations [8] provoked intense debate about the importance of patient involvement in development and evaluation [17] , and there has been further recent national media attention, making this front-page news. The aim of this study was to contribute evidence that patient co-design facilitates the adoption and sustainability of group clinics in a wide range of long-term conditions in the UK, in addition to informing the international evidence base.
Methods

Study design
This is a 10-year longitudinal study detailing the development of a group consultation model at Northumbria Healthcare NHS Foundation Trust. Sustainable models were derived and adapted from an original consultantled group clinic for both active early and stable inflammatory arthritis, which was subsequently operationalized in a range of settings and chronic conditions (see Fig. 1 ). We use a mixed methods approach, defined as incorporating both quantitative and qualitative data (in this case, a triangulation multilevel model) to collect key clinical outcome and patient satisfaction data and involved patients and key organizational stakeholders to help codesign, evaluate and refine the model by identifying the key enablers for successful implementation. An adapted experience-based co-design model [18] was adopted, in which patient feedback during clinics helped to inform the clinic design. In health care, the term co-design refers to patients and carers working in partnership with staff to improve services [19] . The clinics were held in a community hospital setting or in general practice.
Observational data (good for capturing process flow, satisfaction and outcomes) were triangulated with observational and in-depth interview data (qualitative; good for exploring complexity, including reasons for success) from staff and patients attending a pharmacy-led osteoporosis group clinic in general practice [20] and patients attending a homogeneous early arthritis multiprofessional group clinic. The qualitative data also refined the approach for subsequent clinics.
Ethical approval was granted by Newcastle and North Tyneside 1 Research Ethics Committee (REC approval reference 10/H0906/88).
Patient involvement
Patient involvement in the group clinic has been integral from the outset and at every stage, including development, delivery and quality improvement (see figure 2 of Jones et al. [10] ). This has been articulated in a rapid response to an editorial [21] , including initial scepticism by the patient representative working with the Rheumatology team when the first pilots were proposed in 2008, which was overcome by the experience of attending in 2017. We hoped to show that with true, iterative co-design, initial concerns may be overcome, and a deep connection with the group clinic model can develop. The patient voice directly informed development the model, especially in response to challenges (see Tables 1 and 2 ). The results have been used to refine the model and have been disseminated to patients at the group clinics. In addition, patient representatives have been involved actively in contributing to grant submissions and publications.
Clinical outcome data: methods, patients, sampling and data analysis
The group consultation model with three distinct adaptations over time is described here, to demonstrate how the model is adaptable to different settings and chronic conditions (see Fig. 1 ). The original consultant-led group clinic in 2008-2015 (observational and qualitative data; model 1) forms the basis of best practice in group clinics and has been constantly evaluated and improved using the iterative co-design model as described above.
The three adaptations are as follows: (1) a pharmacistled osteoporosis group clinic (OPGC) in primary care (qualitative comparison alongside randomized controlled trial with 12-month follow-up) 2012-2014, following multidisciplinary co-design (2009-2010); (2) a multi-disciplinary supported, consultant-led group clinic 2015-2019 (observational data); and (3) an early arthritis group clinic (EAGC) 2016-2019 (observational data). The primary clinical outcome data (model 1 and adaptation 3 above) are derived from two community hospitals serviced by a single rheumatology unit, consisting of consecutive group clinics since piloting July-September 2008, with routine implementation in May 2010 through to July 2019 (see Table 1 ). Early data were derived from a consultant-led model, with later clinics adopting a multi-professional approach in response to patient requests. This is triangulated with data from a multi-disciplinary team EAGC (adaptation 3 above; 46 unique patients attending monthly clinics) from July 2016 to October 2018. Data include attendance (for the whole period), i.m. CS injection (collected since August 2012) and DAS [22] (DAS28; collected since November 2012), with categorization of patients as in remission (DAS28 < 2.6) or with low (DAS28 < 3.2), moderate (DAS28 ¼ 3.2-5.0) or high disease activity (DAS28 5.1). Corresponding values for PsA were no swollen and tender joints (remission) and one or two swollen and tender joints (low disease activity).
Patient feedback on the content and structure of the clinic was collected at the end of each session using a co-designed, Trust-developed Rheumatology patient experience survey, and the same survey was sent to 437 usual clinic patients, which was completed by 263 patients (60% response rate) for comparison. Similar feedback was obtained from the EAGC in the set-up phase (data not shown). Many group clinic sessions were observed informally and two sessions formally by a clinical education expert, who also undertook the qualitative evaluation (see qualitative evaluation paragraph below), to articulate the clinic structure properly, assess patient engagement in the group situation and identify good practice. These findings formed an Qualitative evaluation: methods, patients, sampling and data analysis A pragmatic qualitative approach [23] was used to explore the experience of patients and ascertain barriers and enablers to the spread of group consultations. Focus group interviews were carried out between June and August 2014 at two hospital sites by two researchers. Researcher A (M.R.-W.) is an educationalist with a clinical health-care, medical education (including doctorate) and policy background, and researcher B (F.R.) is a rheumatology registrar. This mix of disciplinary, professional and research backgrounds was specifically chosen to capture the nuances of the health-care and education models used and the social science aspects of patient experience. The participants were unknown to both researchers.
Sampling
Fifteen group clinic attendees self-selected to be interviewed after information about the research project was sent out to all patients invited by mail to the clinics. This was 62% of all patients seen in those sessions. Reasons provided for non-participation in the study were mainly time related. Fourteen were patients (12 women and 2 men) and one was a male relative (Table 3 ). Informed consent was gained from the patients by researcher B, and they were advised how the data would be used and that they could withdraw from the study at any point and that this would affect their care in no way. All had attended previous one-to-one clinics and at least one group clinic. The focus groups took place immediately after the group clinic and lasted an average of 1 h.
Data collection
Researcher A facilitated the focus group using a semistructured interview guide, with introductory remarks about the purpose of the study, prompts and some broad opening questions to start the conversation, such as, 'Tell us about your experience of attending the group clinics', 'How does it differ from the one-to-one consultation?', 'What do you like about it/what works well for you?', and 'Is there anything that could be improved upon?'. Prompts and probes were used by both researchers to elicit rich data from the patients. The interviews were recorded digitally and transcribed verbatim by researcher B, who also made field notes to check findings and act as an aide memoire to the focus group proceedings (for example, non-verbal cues). Transcriptions and interview notes were uploaded into QSR's NVivo 9 qualitative data analysis software (QSR International, Melbourne).
Data analysis
The focus group transcripts were analysed by researcher A using thematic analysis [24] and constant comparison techniques, which are methods widely used for identifying, analysing and reporting patterns (themes) within data. The coding process was started by conceptualizing the meaning given by the patients by reading and re-reading the transcripts. Comments with similar meanings were clustered and give a nominal heading. Coded extracts and sub-codes were then put together and examined. Given that all patients had experience of both group clinics and one-to-one consultations, data were analysed together, and responses for each group were compared within each theme to identify similarities and differences between groups and to develop understandings with practical implications. Data saturation was reached when no new themes were emerging. Both researchers then re-read the data obtained through this system of organization and refined the data by discussing the codes and the themes one by one to reach a consensus on the patient experience of group clinics described by the patients themselves. The results were triangulated with qualitative data from patients in the osteoporosis group clinics [11 white female patients, mean age 70 (range 62-88) years]. In addition, the consultant rheumatologist leading this initiative was also interviewed by researcher B to provide historical insight into the development of group clinics and to examine his perceptions of the differences between the original consultant-led model and the pharmacist-led osteoporosis variant.
This was then written up by researcher A using vignettes from the all the data, the patients' and consultant's experiences, to illustrate the themes. remission. Administration of i.m. CS was more frequent for the later clinics than for the pilots (where 5/20 received it, i.e. 25%): given in 1596 (55%) of 2904 patients where injection data were collected routinely. The more recently established homogeneous early arthritis cohort (EAGC; 46 patients) showed even more impressive response: remission was achieved in 23 out of 46 patients where full data were available (50%) by 6 months, with another 18 patients having low disease activity (39%; giving 89% of the total with low disease activity). Of the five remaining patients who had moderate (n ¼ 3) or high disease activity at 6 months (n ¼ 2), those who continued in the group clinic reached low disease activity or remission by 8-13 months.
The clinics ran smoothly, with no noticeable waits from arrival for the patients to complete the individual diagnostic/treatment questionnaires and HAQ. Logistically, it was sometimes difficult for the main group clinic lead to complete a DAS28 score on each participant; therefore, this could be delegated to the pharmacy practitioner, rheumatology nurse or trainees, depending on the skill mix available on the day. Patients in the pilots were given the choice of having a serial observed consultation (as recommended in the Kaiser group models), but all groups preferred to raise issues in an initial brain-storming session so that they could be discussed with the group. The topics discussed included the following: aetiology of RA, fatigue, flares (including triggers and management), OA, chronic widespread pain, sleep disturbance, risk vs benefits of NSAIDs/coxibs/CSs, exercise, disease-modifying therapy (monotherapy and combination), biologic therapies, impact on work and relationships. A number of challenges were identified and solutions created by the groups (see Table 2 ). Feedback was very positive (Table 4 ) across all domains, with no significant differences in satisfaction between the established group clinics (2008-19) and usual care. Satisfaction was equally high for the early pilots (from 2008) and EAGCs (2016-18; data not shown). Even patients who had very severe disease where biologic therapy was contraindicated through infection risk benefitted from the peer support provided by the group clinic.
Only 12 patients (0.4%) who completed a feedback questionnaire from all the clinics said that they would not come to further group clinics, and 4 (<0.2%) said they would not recommend them to others. Therefore, even patients who do not personally want to use the model recognize its potential value to others.
Qualitative findings
The qualitative data analysis from the inflammatory arthritis group clinics identified five main enabling themes (efficiency, empathy, education, engagement and empowerment), which were linked to key indicators of patient satisfaction (see Table 5 ).
Discussion
Rheumatology group consultations can be engaging, empowering and efficient; patients enjoy them and have a sense of involvement in their care, and this study has shown that key disease outcomes can be collected, informing the quality of care delivered. This is achieved by the group clinic model delivering a longer contact time than the one-to-one clinics, thus encouraging more active patient involvement, and has potential to replace some one-to-one clinics. Although not all patients want to try this initially, the present study suggests that a single positive experience can lead to the majority of patients both wanting to use this model of care again and becoming advocates. Given that this group model is a self-replenishing one, there has not been a drop-off in attendance, commitment or enthusiasm over time. This is an important feature to consider, because the studies identified in the evidence review commissioned by the National Institute for Health Research [25] pointed Listening to you 10 (10-10) 10 (10-10) Explaining disease and treatment 10 (9-10) 10 (9-10)
Looking at joints/skin 10 (10-10) 10 (9-10)
Opportunity to discuss treatment options 10 (10-10) 10 (9-10)
Providing treatment 10 (10-10) 10 (8-10) Access to MDT 10 (10-10) 10 (9-10) a Total of 3363 attendances; not all patients completed and returned the feedback sheet or answered all questions on it, but the response rate was higher than that for usual clinic care, for a postal questionnaire. IQR: interquartile range; MDT: multidisciplinary team. Translation points: Opportunity for both clinician and peer advice and support is most impactful; one validates the other to a reduction of these, particularly in cohort-based clinics, whereby the group clinics studied here have shown that the opposite can be true. Mean attendance at the mixed group clinic increased from 15 to 23. Although most would assume that patient experience would deteriorate when >15 attend, this study provides direct evidence that this is not the case. Indeed, on the rare occasions when numbers were low, there was less discussion. This is a highly counter-intuitive finding, which can inform and change practice. Bigger group clinics can deliver a better experience, as long as the space and staff provision are right, whilst providing greater efficiency.
As can be seen from the qualitative findings, five enabling themes (efficiency, empathy, education, engagement and empowerment) appear to be present in successful clinics, promoting high levels of acceptability and sustainability with this patient population. In concert with this, five promoting factors have been articulated to help put these themes into practice and can broadly be categorized into prioritization, personalization, participation, personality and pedagogical approach.
It is important to provide information ahead of the patient's first attendance at a group clinic regarding why they have been chosen to attend, the format and what they can do to prepare so that they can get the best out of the clinic and also manage expectations. The way in which these clinics are organized promotes a prompt start, engaging patients immediately on arrival. They afford the opportunity to embed quality/outcome data collection, ensuring evidence-based practice. Education addresses variability, invisibility and makes sense of what is happening. This should ideally include multiple modalities to reinforce learning (e.g. educational poster, Supplementary Fig. S1 , available at Rheumatology Advances in Practice online). Moreover, group consultations provide one solution to allow delivery of an annual review clinic within constrained resources and to accommodate patients needing monthly review for tight control. Finally, the model is flexible enough to facilitate urgent review for flares or the addition of recently diagnosed patients without the inconvenience for others of an overrunning clinic. This model can be adapted to seeing emergencies; for example, as a drop-in clinic to see patients in primary care at the weekend, or at other times when demand outstrips supply. The total clinic duration (90-120 min) was very similar whether 8 or 32 patients attended, with the logistical limit on group clinic size being the size of room available in interactive layout (usually in the round), in addition to the time taken to carry out joint counts. Carers were welcome to join, as for a normal clinic, but this provided an additional opportunity for their questions and concerns also to be heard and shared without prolonging the session.
There were some differences between the early group clinics and later ones, which is unsurprising because this was part of a co-design process. The main difference in treatments was the increase in i.m. CS injections for the established clinics, compared with pilots. There are several possible explanations for this. The later clinics included the calculation of the DAS28 score; categorization of disease activity as remission, low, moderate or high; articulation of a treatment target (to achieve remission or low disease activity); multi-disciplinary input; and the opportunity to have an i.m. CS injection during the group session, rather than having to wait and stay on afterwards. All of these differences could have increased the proportion of patients choosing to have i.m. CS injection, but as observed in the TICORA study [5] , the important observation is probably that more CS injections were given to those with active disease, whatever the element of the care package responsible for this change. A major change in the group clinic model was prompted by the qualitative research as it became clear that patients wanted more education from other team members; therefore, a process to incorporate other team members began. This process was facilitated by the establishment of the early arthritis clinic, with two additional consultants and several other multi-professional team members becoming actively involved, as the culture of the department became much more oriented to group clinic care.
The key strengths of this study are that it is large, long-term, covers multiple settings, clinicians and centres and uses a mixed methods approach. There are some important limitations to what was a pilot service innovation, extended with agreement of the local healthcare commissioners. First, this was not a randomized controlled trial, but a mixed methodology study collecting observational data, which was appropriate to meet the objectives stated. There was a direct comparison of satisfaction with usual care using the same tool, but without blinding, the results are potentially more susceptible to bias. That said, blinding of patients is not feasible for this type of package of care study, even in randomized controlled trials, such as TICORA or TICOPA. The proportion of patients achieving low disease activity or remission in the mixed early and chronic disease group clinic is comparable to or better than registry data from two US cohorts, where routine practice includes earlier use of anti-TNF therapy [26] . EAGC data make it clear that the group approach delivers better outcomes; the 6-month remission rate of 50%, and 89% with low disease activity or remission, is equivalent to or better than that achieved in other observational cohorts or controlled trials. TICORA achieved 66% remission after 18 months [5] , and TACIT had 34% achieve remission at any time >12 months [27] . The only intervention achieving a comparable remission rate of 55% by 6 months is tocilizumab [28] , which has much higher cost. For clarity, by the 6-month time point, no patients in the EAGC had received biologic therapy, although one patient did require biologic therapy to achieve remission at 13 months.
Although the calculation of the DAS28 has been incorporated in the group clinic and is essential in agreeing a treatment target with the patients, this is not collected routinely in one-to-one clinics; therefore, the data from those are not included, although as stated, patients were moved from monthly to annual review on reaching remission (DAS28 < 2.6) or a low disease activity state (DAS28 < 3.2; or fewer than three tender and swollen joints in PsA). Equivalent satisfaction levels in both mixed group clinics and the early arthritis model were seen, compared with the survey of outpatients in the same centres before the group clinics were initiated. However, there was a ceiling effect for the questionnaire used, which would limit the discrimination of any differences. Although satisfaction may change over time, there is no specific reason to believe that the routine service would have changed for the worse over the period of the study, because these clinics were not adversely affected by the group clinics. Indeed, the ability to be able to add urgent extra patients to the group clinics has tended to relieve pressure on the one-to-one clinics, which have been less overbooked as a result, meaning that this delivers benefits even to the patients who do not opt in to this model. In the hospitals where the service is established long term, 40% of follow-up appointments are now delivered through group clinics.
There are two main strands of literature for comparison. The first is that of existing models of care for the management of RA. This includes the predominant model espoused by the EULAR [29] , ACR [30] and NICE NG100 [3] . These recommend annual review for stable patients, with the implicit assumption of one-to-one care, but there is little articulation of the resource implications. The UK National Audit Office report [31] suggests that there are significant resource implications to the implementation of a treatment-to-target strategy. By increasing the proportion of patients treated within 3 months of onset from 10 to 20%, NAO estimated a cost of £11 m (e12.3 m or $14.1 m, at 2018 exchange rates) over 5 years, but potentially realizing overall savings to the economy of £31 m (e34.8 m or $39.8 m). Proportionately larger savings could be made in in the USA and other countries, especially if use of expensive biologic therapies can be delayed or avoided.
The group clinic model is capable of delivering many of the components of care that may explain the success of the tight control strategy [5, 6] , which was inspired by diabetes care and also applies to other chronic diseases. This includes a large and timely educational component (to maximize early adherence to diseasemodifying therapy), regular i.m./IA CSs, rapid supported escalation of disease-modifying drugs and the agreement of a treatment target, shared with both the physician and the patient. Importantly, it provides patients with a greater sense of empowerment and ownership of the management of their disease by providing a social constructivist approach to understanding their condition and learning of a variety of methods of self-help gained from the other patients, which feedback from patients reported to be powerful and comforting ('if others can manage it, so can I'). The themes we articulate map powerfully to 'living precariously with rheumatoid arthritis', from a recent mega-ethnography describing 10 conceptual categories [32] . Engagement and empowerment especially address the control and lack of reciprocity exerted by RA; education addresses the variability and invisibility and makes sense of what is happening. Groups help to reframe the situation and provide a positive experience [32] . Group clinics are also attractive in providing more frequent outcome data than patientinitiated follow-up [33] and a high level of consultant contact compared with the nurse practitioner model [34] .
The second strand of literature relates to group clinics in other specialities. As outlined above, the implementation of group clinics for RA differs significantly from the models used by Kaiser, especially in generalizing the problems covered in the clinic, rather than holding a number of individual consultations within a group setting. Indeed, there are at least three distinct models used by Kaiser: the drop-in medical group appointment, shared medical appointment and physical shared medical appointment; hence, comparisons are limited by differing methodologies. However, observational data for a hypertension group intervention, a randomized controlled trial for primary care patients with chronic conditions and secondary care Veterans Affairs Medical Center patients with diabetes and hypertension provide evidence that these approaches can be efficient and cost effective [11] . The National Institute for Health Research-funded systematic review [25] showed that most of the evidence on group clinics is related to diabetes care and practice in the USA. Having shown that it is both feasible and sustainable to implement group clinics in the UK, this justifies their more widespread use in the UK and elsewhere. However, further studies across a range of care settings, chronic conditions and designs, with particular reference to efficacy and costeffectiveness outcomes, would be helpful.
With regard to implementation, overall, our findings are consistent with previous research studies [14, 35] , emphasizing further the need for organizational buy-in, group clinic champions, an investment in training and development of clinical staff in teaching and facilitation and an organization supportive of innovation [10] . Implementing and sustaining the group clinic model is without doubt introducing 'a new way of thinking, acting or organizing' [36] into the existing service, which is no small task, and the challenges of both structural and cultural change should not be underestimated. It is important to win over both champions and decisionmakers to make it work. In relationship to cost implications, once up and running, group consultations have been proved to be self-sustaining and cost-saving, although this is somewhat determined by local factors when considering economics in the roll out. This study confirms that in the UK, similar efficiency of 200-300% compared with usual care is achievable, as previously shown in the USA [10] . The main strength of this team's implementation of group clinics was in its experiencebased co-design model approach, which held the model to constant critique and refinements based on patient and staff feedback and service need. This also enabled the team to identify factors that were unique to the group clinic model. The open qualitative research design also enabled the identification of the perceived benefits and aspects of the delivery of care that were most important to the participants, rather than what the researchers felt were important.
The qualitative findings could not emphasize more strongly the importance of well-trained (in education and facilitation), knowledgeable and personable clinical staff, and this is supported substantially throughout the literature [10, 12, 14] . It was clear from the patient narratives that it is important that they feel a sense of being treated as an individual in the group setting. This was achieved: before the clinic, in the personalized letter inviting them to the clinic; on arrival, when the staff knew their names and they were dealt with efficiently, not waiting around by the reception window as in the traditional clinics; by the consultant spending time with each of them to talk about their concerns or ask questions; by use of names during the group education session; and by the fact that the consultant remembered their questions and referred back to them. Also, the fact that other members of the group took time to contribute to the discussion on their topic or provided tips for selfmanagement contributed to this sense of individualized care despite the presence of many others in the room. The degree of personalization was largely achieved by the approach to facilitation of the educational component of the clinic adopted. The consultant answered key questions and addressed patients' concerns but also used a Socratic questioning approach to draw the answers out of other patients. They were encouraged to share their stories, give advice based on their own experience of managing their condition and encouraged to think of the answers to some of the questions posed by others. Some people were more reluctant to contribute but enjoyed listening, and that is acceptable. It needs to be noted, however, that this approach relies on the clinician being skilled in facilitation, having high levels of emotional literacy, the ability to monitor the engagement levels of the individual members of the group and bing able to identify genuine need in the busy and, at times, demanding nature of the clinic. Those patients least confident or able, perhaps through medical or linguistic ability, to communicate and engage in a group setting might be the ones who are most in need of additional individualized care. There is also a need for clinicians to balance explaining in lay language and reference to the evidence base for the information being given. In our study, patients commented on this; for example, the clinician referred to the TICORA [5] study when explaining why it is important to take your medication regularly, and some patients felt this was over their heads, pointing to the need not to become too jargonistic, giving only the key points of that study and what it means for the patient. This provided a supportive, empathetic and proactive environment for patients to have their experience validated and consider their options. The data revealed that this, probably more than anything else, was the key active ingredient of the success of the group clinic.
Conclusion
This study addresses the issues highlighted by Ramdas and Darzi [15] for any highly innovative service delivery to become standard. First, it is a large mixed methods study showing high patient satisfaction and 39% of patients achieving low disease activity or remission in heterogeneous and 89% in homogeneous EAGCs (50% remission). With a current mean clinic size of 23 patients and 40% of the Rheumatology outpatient delivery workload for the two original hospitals, the key findings of this study are that group clinics are a sustainable, feasible, engaging, empowering and efficient method for both monthly review of early active disease and annual review of stable disease.
Second, by methodical iterative development using a co-design approach with patients, clinical staff and key stakeholders, enabling themes, which indicate patient satisfaction and acceptability, have been used to inform service improvement. Third, the study has also identified barriers to success, established promoting factors, demonstrated cost efficiencies and provided sustainability metrics, which support the rolling out of the group clinic model. We believe that this approach can help to alleviate some of the burden of an overstretched and overstressed health-care system in the UK. Finally, recommendations for clinical staff development in relationship to teaching and facilitation have been made, firmly grounded in the feedback from the group clinic patients. The patients have already made their satisfaction with their involvement in the co-design and their positive view of the model very clear.
There is already considerable interest in this model of care, including high-profile editorials [8, 15] and a recent review article exploring a systems approach to implementation [10] . This paper provides the data to underpin this. Serious consideration is warranted to the application of this model with inflammatory arthritis and a range of other chronic diseases more widely across primary and secondary care settings in the UK and elsewhere. Clinicians, managers and health-care commissioners who wish to implement this model of care should get in touch with the corresponding author, who will connect them with an appropriate local mentor or trainer, depending on the setting and conditions proposed.
